Introduction
Sexually transmitted disease (STD) is, by definition, normally acquired through sexual contact, but the aspects of sexual activity that are important in determining the risk of infection have not been defined. In the preceding two papers in this series it has been shown that a wide variety of demographic, social, and psychological factors traditionally associated with increased risk of STD infection contribute little to the distribution of STD among male patients attending a clinic for these diseases. With the exception of gonorrhoea, increased risk of STD showed no association with alcohol or drug abuse, personality disorder, or extreme or unusual attitudes question that now arises is whether promiscuity itself is a determinant of STD risk, at least within the clinic sample. The results presented in this paper suggest that, while sexual promiscuity does indeed contribute to the spread of STD, and may be an important aetiological factor for infection with gonorrhoea, other aspects of sexual activity may be of equal importance in determining the risk of infection.
Patients and methods
Information on sexual activity was obtained from the 210 patients in Group C and from a subgroup of 45 patients from Group B using semistandardised interviews. Full details of the study groups, methods of case identification, and collection and analysis of data are given in the preceding two papers.
DEFINITIONS OF VARIABLES
The definitions of sexual activity variables we adopted were intended to reflect reasonable a priori asumptions about the possible relationships between sexual activity and risk of STD infection. For example, sexual orientation was defined in terms of behaviour, rather than interests or attitudes, and referred to the full lifetime rather than recent sexual activity. Similarly, the definition of full sexual intercourse we adopted was intended to include any sexual activity involving sustained contact between the mucus membranes of sexual partners. Thus: Full sexual intercourse-sexual intercourse to orgasm, with or without penetration including, for example, orogenital contact and apposition of the genitalia, but excluding mutual masturbation.
Sexual partner-anyone with whom the subject had had full sexual intercourse.
Sexual promiscuity-the degree of promiscuity in sexual intercourse measured in two main ways, by estimating the number of different sexual partners over defined periods, and by examining the closeness and continuity of the relationships within which full sexual intercourse occurred. Three categories of sexual partner were defined for these relationships: regular sexual partner (one with whom the patient had had full sexual intercourse repeatedly, however infrequently, within a relationship that included in the patient's view, more than sexual gratification alone), prostitute (any sexual partner who charges for sexual services, whether or not the patient himself paid for sexual intercourse), and casual partner (any other sexual partner).
Sexual orientation-we used three mutually exclusive categories relating to the preferred sex of the patient's sexual partner: exclusively heterosexual, (having had full sexual intercourse with members of the opposite sex only), exclusively homosexual (having had full sexual intercourse with members of the same sex only), and bisexual (having had full sexual intercourse with members of both sexes). Except where otherwise indicated in the text, the classification of patients into these three categories was according to their reported sexual activity over their full lifetime. For example, a normally heterosexual subject who had had homosexual experience, even only as an adolescent was classified as bisexual if this included full sexual intercourse, but as exclusively heterosexual if it did not. Table I shows correlation coefficients for the estimated total lifetime numbers of regular and casual sexual partners and prostitutes with STD diagnoses for both the whole of Group C and for each of that group's sexual orientation subgroups. Positive correlations with total STD diagnoses were found throughout, several of which were highly significant. When the diseases were examined separately, however, gonorrhoea appeared to account almost entirely for the positive correlations. Similarly, when the diseases were examined separately within the sexual orientation subgroups, only gonorrhoea showed consistent positive correlations, though NSU correlated with the number of casual partners in heterosexual men.
Results
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Distribution of STD Table II shows sexual orientation in Group C patients using x2 tables to compare the percentage of subjects in each group who had any STD or a particular STD. In contrast to the number of sexual partners, sexual orientation was found to be an important determinant of the distribution of each of the major diseases examined, even though there were no differences between the groups in overall STD rates. Thus, hepatitis and syphilis occurred less Frequency ofsexual activity Table IV shows that there were no significant correlations between the frequency of sexual intercourse, masturbation, and orgasm and the rates of diagnoses of syphilis, gonorrhoea, and NSU. Traditional assumptions about the aetiology of STD (see introduction to paper I) suggest that differences in STD rates between the sexual orientation subgroups should reflect differences between them in a) degree of sexual promiscuity, and b) delinquency, other psychological abnormality, or both. In the first two papers in this series, little evidence was found to support the second of these two assumptions, except possibly, and to a limited extent, in the case of gonorrhoea. In this paper, aspects of sexual activity, including sexual promiscuity, were examined and large differences were found between the sexual orientation subgroups. In particular, although prostitutes appeared relatively unimportant as in previous reports,8 bisexuals reported many more casual partners than homosexuals, who in turn reported many more than heterosexuals (table III) . As they stand, however, these differences do not provide support for the first of the two traditional assumptions, since total STD risk was not significantly different between the three subgroups (table II) . The most striking difference between the sexual orientation subgroups was in the distribution of diseases (table II) . Thus, for hepatitis and syphilis, the distribution was HOM = BIS>HET (homosexuals and bisexuals at approximately equal risk, and both at greater risk than heterosexuals); for gonorrhoea it was BIS>HOM>HET; and for NSU it was HET>BIS>HOM. In Group B therefore, it was only in respect of gonorrhoea that the differences in risk of infection between the sexual orientation subgroups (BIS>HOM>HET) corresponded with the differences in degree of sexual promiscuity (also BIS>HOM>HET). Similarly, in Group C (table I), it was only for gonorrhoea that the risk of infection correlated overall with the number of sexual partners. In papers I and II, it was only gonorrhoea that satisfied to any extent at all the traditional assumption linking STD risk and delinquency. Likewise, in this paper it is only gonorrhoea that satisfies the traditional assumption linking STD risk and sexual promiscuity. It follows, therefore, that traditional assumptions about STD risk must be modified. However important sexual promiscuity (and other delinquent behaviours) may be in the aetiology of STD, there must be other factors of at least equal importance. Indeed, as Thin and Smith have pointed out,7 the fact that different STDs are differently distributed between the sexual orientation subgroups shows that more than one aetiological factor, and hence factors other than sexual promiscuity, must be operating.
What could these factors be? Various non-sexual differences between the sexual orientation subgroups have been suggested, such as age, nationality, and drug and alcohol abuse.27 We found, however, that the groups were either not different in these respects or they differed in ways that, with the partial exception of gonorrhoea, were not consistent with the differences in STD rates (see results and papers I and II). In this respect, however, the differences between the groups in aspects of sexual activity other than promiscuity were of more interest. Differences in the frequency and intensity of sexual activity (tables V), in the forms of intercourse practiced (table VI) , and in associated practices such as contraception (table VII) , might all in principle be important. The first of these was consistent with the results for libido reported in paper II in showing no findings of interest. The last confirmed results reported by other workers9 that the use of a condom with casual female partners has some protective effect, at least for gonorrhoea and NSU. The differences between the sexual orientation subgroups in gonorrhoea and NSU risk cannot, however, be explained by differences between them in contraceptive practice (see results), since the protective effect is closely similar for both diseases (table VII) . Furthermore, if differences in contraceptive practice were crucial for any particular disease, that disease should be distributed between the subgroups HOM>BIS>HET (the converse of contraceptive use, HOM<BIS<HET), but this distribution was found for none of the diseases examined.
The results for the forms of intercourse practised (table VI) Syphilis Pattern-In Group B bisexuals, in their activities with male partners, were found to practise the same forms of intercourse, including the same frequency of passive intercourse, as homosexuals (table VI) . Hence, if the form of homosexual intercourse, as distinct from the number of homosexual partners, is an important risk factor for a particular STD, this should be reflected in a) similar rates for that disease in both homosexuals and bisexuals and, b) a positive correlation between some form of homosexual intercourse and the disease in question. We Ways must be found, therefore, to improve the resolution of our studies. We could use longitudinal rather than cross sectional research designs to trace chains of infection and not confine our work to clinic attenders. This would be complex and expensive, but would be worthwhile if it were to yield more complete knowledge of the precise mechanisms by which STDs are transmitted. There are good historical precedents to suggest that the control of infectious diseases often depends on knowledge of just this kind. Such studies, therefore, could make an important contribution to the development of more effective methods of STD prevention and, hence, to greater control of the present epidemic.
Conclusions to papers I to III
The results of the present investigation suggest three hypotheses in place of traditional assumptions about the aetiology of STD: a) the activities associated with STD risk differ from disease to disease; b) sexually promiscuous behaviour is an important risk factor particularly for gonorrhoea, but other factors, in particular the form of intercourse, may be equally important; and c) delinquency and other psychological abnormalities are not closely related to STD risk except possibly, and to a limited extent, in the case of gonorrhoea.
Cross sectional within clinic studies of the kind reported here may, however, underestimate the aetiological importance of small groups of highly promiscuous, and possibly otherwise abnormal, people. Longitudinal studies are therefore required to clarify further the behavioural risk factors in the aetiology of STD.
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